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EXECUTIVE SUMMARY
To be completed when all comments received

1 INTRODUCTION
This document is the Inception Report for the Health Care Waste Management Technical Assistance assignment under the Millennium Challenge Account (MCA)-Lesotho Ministry of Health and Social Welfare (MoHSW) Health Sector Project.  The objectives of the Inception Phase are to:

· Identify the context within which the project will take place 

· Consolidate and refine the approach, methodology, deliverables and time frames based on the scope of work, technical proposal and contract.

· Anticipate and mitigate challenges and risks associated with the various outputs

· Review the project implementation plan and provide an update on project progress.

· Describe the internal quality control system to be applied to project outputs

· Outline the HPIU output document approval process

The Health Sector Project is one of the primary components of the Compact entered into between the United States of America through the Millennium Challenge Corporation (MCC) and the Government of the Kingdom of Lesotho (GOL). One of the aims of this project is to strengthen the Health Care Sector in Lesotho. The Ministry of Health and Social Welfare (MoHSW) has established a dedicated project implementing unit (Health PIU) responsible for the implementation of the Health Sector Project by entering an implementing entity agreement through the Millennium Challenge Account, Lesotho (MCA-Lesotho)


Within the Health Sector Project there is a Health Systems Strengthening (HSS) component which comprises training of healthcare workers; Health Care Waste Management (HCWM); strengthening of decentralised management; and establishing an integrated health management information system. The Health Care Waste Management Technical Assistance assignment is a sub-set of this HSS component,, the focus of which is to update and extend the legal and policy framework governing HCWM; to provide technical assistance for institutional strengthening and capacity building; and to support public awareness and training programmes in HCWM.

In Lesotho the national health care system falls under the MoHSW and comprises 21 hospitals, 192 Health Centres and three Filter Clinics which operate across the 10 districts within the country
. At a local level there are also health posts.  The majority of the health care facilities are owned and administered by the Government of Lesotho while others are owned and administered by the Christian Health Organisation of Lesotho (CHAL), the Lesotho Red Cross Society (LRCA), the Maseru City Council (Maseru CC) and private entities. 

The state of the Health Care Facilities (HCFs) and their equipment is generally poor as a result of poor maintenance, limited management capacity, possible lack of skills and and over-utilisation of scarce equipment.  Working conditions for health care staff are difficult as staff have to contend with inadequate provision of instruments, drugs, training and personnel and this added to a high work load and relatively low wages. It is not surprising, therefore, that HCWM does not enjoy high priority and that the status accorded to waste management activities and issues is low, for which reason HCWM has become a major risk to human and environmental health.

Intervention is urgently required to move from the current problematic HCWM practices to more sustainable HCWM systems which reduce the risks to the public and occupational health and minimise environmental pollution.  The challenge lies in finding an acceptable solution that is practicable and financially viable. 

2 THE HEALTH SECTOR IN LESOTHO
2.1 Country Profile

The Kingdom of Lesotho is a small landlocked mountainous country with some relevant statistics given in Table 1   .

Table 1:  Relevant Statistics

	Population
	2 million

	Population growth
	0.13%

	Percentage of country located at an altitude of 1800 above sea level
	80%

	Arable land
	11%

	Literacy levels of women
	95%

	Literacy levels for men
	75%

	No. of Districts with elected District Council
	10

	Community Councils (between 10 – 18 per District)
	129

	City Councils (Maseru)
	1


2.2 Health Service Providers

The number of health service providers in Lesotho is low as is illustrated by the statistics in Table 2.
Table 2:   Health Care Providers

	Number of nursing and midwifery personnel
	1,123

	Number of other health service providers
	35

	Number of Pharmaceutical personnel
	62

	Number of Physicians
	89



  Source:  WHO Health Care Indicators for Lesotho


From the statistics provided on the number of nursing and midwifery personnel it can be concluded that the human resources available to provide a health care service to the population is very limited as is shown in Table 3.

Table 3:   Distribution of HC Providers per population

	Distribution per 100,000 population

	Nursing and midwifery personnel density
	6.00

	Other health service providers 
	<1

	Pharmaceutical personnel density 
	<1

	Physicians density 
	<1

	Source WHO Healthcare Indicators for Lesotho

	


2.3 Health Care Facilities

The health system in Lesotho centres on the 21 hospitals and 192 clinics.  The Christian Health Organisation of Lesotho (CHAL) has, through a memorandum of understanding with the GOL, reached an agreement to remove fees at clinic level and apply uniform tariffs in CHAL hospitals.  The GOL in return pays CHAL salaries and compensates CHAL for basic health care services provided.  A similar agreement has recently (November 2009) been concluded with the Lesotho Red Cross  Society (LRCS)

Table  4:  Distribution of HCFs by Administration

	Administered by
	Hospitals
	Clinics

	Government of Lesotho (GOL)
	12
	76

	Christian health Association of Lesotho (CHAL)
	8
	72

	Lesotho Red Cross Society (LRCS)
	0
	7

	Maseru City Council (Maseru CC)
	0
	2

	Private
	1
	35

	Total
	21
	192


2.4 Distribution of Health Care Facilities

The HCFs are distributed throughout Lesotho, with GOL owning 45%, CHAL 37% LRCS 3% and 17% being privately owned.   Table 5 shows a summary of the Distribution of hospitals, health centres and filter clinics per district.  A full breakdown of the HCFs per district can be found in Annex 1 while a description of the institutional aspects of these facilities is given in Section 3.3 below. 


Table 5:   Distribution of HC Facilities per District
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Figure 1 gives the geographical distribution of clinics on a map of Lesotho.  

2.5 Donor Organisations


In addition to the Millennium Challenge Corporation, there are other donor organisations operative in Lesotho.  Those with some relevance to the assignment are shown in Table 6.  


  Table 6:   List of Donor Organisation with relevance to HCWM

	Donor Organisation
	Focus
	Relevance to HCWM

	World Bank (WB) health sector reform project phase 2  from 

2006 – 2009
	Sector financing and management
	Increase in the efficiency of public expenditure and outsourcing of non-core activities 

	
	Human resource development


	Awareness material developed

HIV/AIDS Capacity building project

Training that has taken place of hospital committees in HCWM

	
	District health services
	Performance management system and the design of mechanisms to improve delivery of essential HC services.

	
	Decentralization
	Giving support structures for HCWM to Districts

	
	Pharmaceuticals
	The provision of pharmaceuticals

	
	Partnerships and coordination
	Building of PPP for provision of new referral hospital and for HCWM

	
	Infrastructure
	Procurement of equipment for HCWM

Refurbishment of 6 incinerators and provision of 11 new ones.  Procurement of  PPE

	
	The development of an Integrated WM Plan
	HCW needs to be included in the Integrated WM Plan

	UNDP Public Private Partnership (PPP) for urban development
	Piloting of Solid Waste Management
	Involvement of a private collection company.  Another private company for the collection of HCRW not yet included

	Irish Aid;  For the support and improvement of infrastructure
	Included the construction of “De Montfort” clay brick incinerators in clinics and hospitals
	Linked to the licensing of treatment facilities.


Figure 1:  Map of Health Facilities in Lesotho: 2005

3 BACKGROUND TO HEALTH SECTOR IN LESOTHO
For the purpose of this Inception Report, the information for the background to the Health Sector in Lesotho has been derived from several sources including:

· Study of a variety of available documents, reports and legislation (See Annex 2)

· Personal interviews and discussions with identified key persons in the various Ministries and NGOs visited up to the point of preparation of this report.  A summary of the interviews and discussion is given in Table 16  

· Field visit to selected HCFs.  A brief summary of the hospitals and clinics visited is given in Table 17    

3.1 Policy and Legislative Framework

3.1.1 Policies and Strategies

Various policies and strategies relevant to HCWM that have been used to inform this inception report and that will be considered in the execution of this HCWM assignment are listed in Annex  2.  The documents most relevant include:

· Health and Social Welfare Policy

· Infection Prevention and Control Policies and Guidelines of 2006

· Lesotho National Environmental Policy

Strategic plans that will be considered include;

· National Health Care Waste Management Plan of 2005

· The Lesotho Health Sector Reforms Plan; 

· The relevant portions of the National Implementation Plan for the Stockholm Convention on Persistent Organic Pollutants; 

· National Health Financing Strategy

· the Final Project Report for the Millennium Challenge Account Health Telecommunications Technical Assistance Project; 

· The Decentralisation Strategic Plan.

3.1.2 Legislation

The main laws that relate to HCWM include the following:

· Environment Act 2008, Act 10 of 2008

· Public Health Order 1970, Order 12 of 1970

· Hazardous and Non-hazardous Waste Management Bill under preparation

· Labour Code Order 1992, Chemical Safety Regulations 2003

Other relevant legislation is listed in Annex 2

3.1.3 Regulations and Guidelines

International standards as published in a number of documents will also be considered.  The most comprehensive is the 1999 WHO publication ‘Safe Management of Waste from Healthcare Activities’ by Prüss et.al.  Other documents are listed in Annex  3 International Reference Documents
3.2 HCWM existing systems and technologies

3.2.1 Categories of Health care Waste (HCW)

Internationally Health Care Waste (HCW) is divided into the two main categories: Health Care General Waste (HCGW) and Health Care Risk Waste (HCRW). HCGW consists of the general household (domestic) waste and much of this waste can be recycled.  HCRW is the more hazardous part of the waste generated from health care facilities and comprises:;  infectious waste; sharps; anatomical; pharmaceutical; chemical; and radioactive waste.  The need for correct segregation is determined by the different treatment methodologies required for the safe and environmentally friendly treatment and disposal of the different waste streams.

This summary of the present HCWM System used within the HCFs has been drawn up from information received from interviews, a field visit to 3 hospitals and 2 clinics and a review of available literature.  A more comprehensive survey of the systems will be carried out during the Situational Analysis

3.2.2 Segregation Practices in HCFs

Segregation in the HCFs in Lesotho is largely carried out using the “3-bin system” which comprises:

· Sharps into cardboard sharps containers

· Infectious Waste into red or yellow plastic lined bins.

· General waste into black lined bins.

There are no specific standards for the containment and storage of anatomical waste (mainly placentas and amputations) as this is considered part of infectious waste and is collected in red or yellow plastic bags and burnt with the infectious waste. Placentas are sometimes handed over to the mothers after birth.

3.2.3 Storage Areas

There appear to be no dedicated storage areas provided for HCW other than the sluice rooms in hospitals.  Small storage areas have, however, been provided where new incinerators have been installed.

3.2.4 Internal Transport

Black wheelie-bins in two sizes (240 litre and 120litre) have been provided in most larger HCFs and these are used interchangeably for HCGW and HCRW.  Other means of transport is on hospital trolleys, wheelbarrows or carried manually.

3.2.5 Treatment 

The HCRW is treated on-site through burning in a De Montfort brick incinerators
 or in a refractory lined steel incinerator, often provided by SA Incinerator
 (batch burning) incinerator.  Six (6) new incinerators have been installed by the World Bank and another five (5) are in the pipeline.  None of the new incinerators are operative yet.

In some HCFs even though there is effort expended on separating HCRW from general waste as source, both streams of waste are burned together in the incinerator. 

3.2.6 Disposal

There are no formal landfill sites available in Lesotho. All disposal takes place at unlicensed and/or informal dumps.  The ash from the incineration process is generally dumped in close proximity to the incinerators as there are no formal disposal sites available.

3.2.7 The Certification System

In 2005, Medical Care Development International (MCDI)
 was hired by the Government of Lesotho to provide technical assistance in the design of the new certification system.  The standards, indicators and methods of scoring were developed using the Joint Commission International Accreditation Standards for Hospitals
 as a basis.  The first round of accreditation surveys was implemented during 2006-2007.  Sixteen hospitals, three filter clinics and 145 health centres were surveyed to provide a baseline against which the health care institutions could gauge their performance status and against which they would be able to monitor their quality improvement relative to the attainment of accreditation.  A second survey followed after the previous one to document performance progress among both CHAL and GOL facilities. It includes four Red Cross health centres for which current results will be considered as baseline. A total of 163 facilities was assessed: 16 hospitals (8 for GOL and 8 for CHAL) and 147 health centres (72 for GOL, 71 for CHAL and 4 for Red Cross). 

The set of certification standards is comprehensive, covering the principal areas or domains of hospital and health centre function. The standards are divided into eleven domains which include: (1) Access and Continuity of Care, (2) Patient and Family Rights, (3) Assessment of Patient, (4) Care of Patients, (5) Patient and Family Education, (6) Organization Management, (7) Estate Management and Safety, (8) Management of Information, (9) Staff Qualifications and Education, (10) Prevention and Control of Infections, and (11) Quality Improvement and Patient Safety.

In the certification standards an emphasis is placed on infection control that includes the management of hazardous material and the development of a waste management plan.  The tables below are excerpts from the Summary of Result report on aspects that are related to the management of health care waste.6

Table 7:  Excerpt of certification results that relate directly to HCWM in hospitals.
	Code
	Description
	Met (%)
	Partially (%)
	Unmet (%)

	COP 2.1
	There are policies and procedures in place for blood and blood products
	88%
	0%
	13%

	EMS 1.4
	A hazardous materials and waste management plan is in place
	50%
	25%
	25%

	PCI 1.1
	The organization has an active program to reduce risks of non-socomial infection
	69%
	0%
	31%

	PCI 1.2
	The organization designates an individual to oversee all infection control activities
	38%
	0%
	63%

	PCI 1.3
	The organization has an established infection control committee
	19%
	0%
	81%

	PCI 1.4
	Running water, soap and hand-drying capacity is available at all service delivery points and bathrooms
	31%
	31%
	38%

	PCI 1.5
	Supplies to control infection are available
	38%
	50%
	13%


Table 8:  Excerpt of certification results that relate directly to HCWM in Health Clinics.
	Code
	Description
	Met (%)
	Partially (%)
	Unmet (%)

	EMS 1.4
	A hazardous materials and waste management plan is in place
	23%
	35%
	42%

	EMS 1.5
	A biomedical maintenance program is in place
	4%
	0%
	96%

	EMS 1.9
	Organization cleanliness is assured
	53%
	27%
	20%


In summary in the concluding remarks of the Hospital and Health Centre Certificate and Accreditation Report it was reported that the MoHSW will increase its support to improve in the deficiencies areas.  The report has concluded that:

“…..the Accreditation Survey reveals that there are qualitative deficiencies that will need to be addressed to improve performance – some of which will require significant supplementary resources to remedy.  However, the majority of deficiencies can be corrected with organization development efforts within each institution.”

It is clear that while there is a system for the containment and treatment of health care waste that has been communicated and training has taken place, however, good segregation is not always observed by the staff.  Containers and plastic liners are largely the cardboard sharps container, cardboard boxes and plastic liners in red, yellow and black.  The colour-coding is not strictly observed.  Burning of the HCRW is carried out on site in pits for HCGW or in the brick or batch burning incinerator by the Cleaning / Administration staff as and when sufficient quantities have been accumulated.   There is no system in place for the disposal of the ash.  

Though these certification standards go a long way to provided a basis for building HCWM standards, these standards do not include the full HCWM System from generation to final disposal.  However, they do provide a basis for building better HCWM practices.

3.3 Institutional arrangements

3.3.1 National level

The Health Sector in Lesotho is governed by the Ministry of Health and Social Welfare (MoHSW).  This ministry has an organisation network of departments that is responsible for various aspects of Health Care Waste Management. The organisational structure of MoHSW is depicted in the organograms provided in Annex 4. There are several other ministries that have a cross-functional responsibility for aspects of HCW management and that offer support services.  These include the Ministry of Finance and Development Planning (MoFDP); the Ministry of Tourism, Environment and Culture (MoTEC) and the Ministry of Local Government and Chieftainship (MoLGC). These functional responsibilities are summarised in Table 9 below.
3.3.2 District level

In each district there is a multi-sectoral District Health Management Team (DHMT) which plays a key coordinating role for health and social welfare service delivery within that district.  The DHMT is also responsible for information gathering and dissemination of information to the MoHSW; the management and allocation of resources and the monitoring of health and social welfare services at district level. The Team consists of representatives from environmental health, primary health care, social welfare, information and health education and is chaired by a District Director of Health and Social Services. The District Medical Officer is also a member of the DHMT, but is answerable directly to the Director General Technical Health Services. (DG)
The DHMTs are presently part of the MoHSW but, under the decentralization process currently underway, they will become part of the administration of the District Councils.  Eventually it is envisaged that the responsibility for health care services provided through clinics will devolve further to the local authority level.  The responsibility for hospitals, however, will remain under the MoHSW and more specifically under the District Medical Officers. 

.

3.3.3 Local and Facility level

Health Care Facilities as described in Section 2 above are all generators of HCW.  

In addition to these facilities, there are a variety of smaller generators amongst whom are private doctors’ surgeries, traditional doctors; initiation schools; Blood Transfusion Services; Central Laboratory Services; and Home Based Care-givers.

Community Councils are responsible for solid waste management within their jurisdiction and therefore are required to collect and dispose of general waste from the hospitals and health centres in their areas.  This generally happens only in the more densely populated urban areas.
A private waste collector collects waste from private practitioners and some clinics and hospitals, transporting it the Queen II hospital incinerator which operates at full capacity.  

3.3.4 Co-ordinating bodies

Committee on Waste Management (COWMAN) and Chemicals Management Committee (CHEMAC) are advisory committees established under NES with the objective to create conditions in Lesotho for environmentally sound management of waste and chemicals respectively. Membership of both committees consists of representatives from different governmental and parastatal institutions and NGO’s.  A sub-committee of the COWMAN has also been established: the National HCWM Committee (NHCWMC), and under this subcommittee there are further committees at HCF level; the Healthcare Waste Committees (HWM committees). Many of these were formed in the last two to three years, however very few are still functional.

Healthcare Waste Management Committees (HWMCs) were formed within hospitals and tasked with the organisation of HCWM.  Although the majority of them are no longer functional, there are some that have remained active or have recently been revived. 

Table 9:  Role-players in the Health Care Waste Management in Lesotho
	Institution


	Unit/Department/Division
	Function relevant to HCWM

	NATIONAL LEVEL
	
	

	Ministry of Health & Social Welfare
	· Technical Health Services

· Primary Health Care

· Environmental Health (EHD)

· DHMTs x 10

· Clinical Services

· Nursing

· Pharmaceutical

· HIV/AIDs

· Home Based Care
	Responsible for putting in place the systems that will allow for appropriate management of this waste in all health facilities, from point of generation to disposal sites.
EHD formulates implements and monitors the policy on environmental Health. This is the department that enforces the public health and environmental laws. It also creates awareness to health centres and the communities about environmental factors that contribute to poor health.  

	
	· Quality Control
	Responsible to monitor and ensure the quality of health care services; assessment and accreditation of standards of Health Care Facility (HCF) performance. 

	
	· Infection Prevention & Control
	Standard operating procedures to prevent cross contamination and exposure of personnel and patients to risk posed by poor HCWM practice

	
	· Decentralisation Coordination
	Support and guidance to DHMTs as they shift to operate under the District Councils and this includes the Environmental Health Officer

	
	· Legal Services
	Legal Officer makes input into development of waste related laws and regulations by MoTEC

	
	· Planning, Finance & Statistics
	Important functions of budgeting, funding allocation and financial planning and record keeping.

	
	· HR Resources
	Education, skills development and continuing education programmes that should include HCRW

	
	· Procurement Unit
	Procurement of equipment and supplies relating to HCWM 

	
	· Estate Management

·  Maintenance
· Transport
	- Advises on standards, specifications for medical equipment maintenance 

- Responsible for managing the Ministry’s vehicles.

	Ministry of Finance & Development Planning
	Planning 
	Assists MoHSW and districts with policies, plans, strategies and budgets, and monitors their implementation

	Ministry of Tourism, Environment & Culture
	Department of Environment (also called National Environment Secretariat (NES))
	Responsible for protecting environment by developing environment policies; drawing up action plans; issuing environmental management guidelines and advising other ministries and sectors in environmental issues. 

	Ministry of Local Government & Chieftainship
	Maseru City Council

Offices of Town Clerks in other districts
	Responsible to provide refuse removal and disposal services; 

	Ministry of Natural Resources
	· Department of Water Affairs 

· Water and Sewage Authority (WASA)
	Protects water resources; drawing up water policies and monitoring water quality, both surface and ground

Provides waste water treatment facilities

	Ministry of Labour   
	· Occupational Health and Safety Section
	Conducts workplace inspections, surveys and investigation of accidents, dangerous occurrences and work-related diseases;  monitors adherence to OHS legislation; provides training to promote safety and health; promotes and implements the National HIV&AIDS Policy at workplaces; compiles and analyses statistics; and disseminates information.  

	DISTRICT LEVEL
	
	

	DHMT of MoHSW (decentralised to district level)
	District Health Management Teams

Health Inspectors
	Operate from the hospitals: one health inspector at least per district; give recommendations regarding the environmental state of the hospitals,

Health facilities do not have personnel that are accountable for enforcement and implementation of appropriate environmental management.

	District Council/Urban Board
	Town Clerks

Urban Councils


	Management of waste in all urban areas other than municipalities.

Management of waste in municipalities (currently only Maseru city is a municipality)

	Ministry of Labour   
	Occupational Health and Safety Section
	At the district level, OHS officers deal with both OHS and labour relations issues.

	LOCAL/ FACILITY LEVEL
	
	

	Hospital/Health Centre
	Environmental Health Officer (MoHSW)
	Waste generator: Management of waste separation, storage, handling and disposal (if on site) 

Environmental management at hospitals

	CHAL
	Hospital Manager
	Waste generator: Management of waste separation, storage, handling and disposal (if on site)

	LRCS
	
	Waste generator: Management of waste separation, storage, handling and disposal (if on site)

	Various Small Generators
	· Private Surgeries (Lesotho Medical Council)
	Waste generators: Management of waste separation, storage, handling and disposal (if on site)

	
	· Traditional doctors
	

	
	· Initiation schools
	

	
	· BTS
	

	
	· CLS
	

	
	· HBC
	

	Waste Contractors & Service Providers
	Usually private sector companies
	Waste collection, handling, treatment and/or disposal; other support services e.g. training


3.4 Existing HCW Training Initiatives

3.4.1 MoHSW Health Education Unit

This department of the Ministry promotes, implements and monitors the development of health education and promotion policy for the country.    It designs and develops information, education, communication (IEC) messages, materials, media and other professional services for use by health workers and the communities.  It also distributes the IEC materials and ensures their efficient and effective use.  

As far as is known, there has not been any programme on HCWM as yet emanating from this department.

3.4.2 The National Health Care Waste Management Plan 2005

As part of the World Bank Health Sector Reform Project to increase access to, and quality delivery of, essential health services in Lesotho, an environmental assessment in the form of the National Health Care Waste Management Plan was prepared.  A needs analysis was conducted to determine the training and awareness requirements for different staff cadres within the management, medical professional and technical, and waste handling staff (NHCWMP, 2005).  This NHCWMP report evaluated impacts which included: solid waste management; waste water disposal; health care waste generation at hospitals and health centres; determination of disposal sites; communities’ response. As a result of these impacts the report includes the following mitigation measures: training for waste handlers; training for participation in Medical Waste Management; develop a plan to stop the theft of plastic bucket type medical bins; maintain hospital grounds in a manner deserving of a health care institution; three-bin system will be implemented with appropriate color coding for medical staff to separate all hospital waste, accordingly; all infectious waste including sharps and used needles must be incinerated before disposal; organize mass media and public awareness gatherings on waste management issues; employ a system of Medical Wastewater Management that ensures that no chemicals and pathogens from health facilities are dumped into the sewage system; and finally develop and implement a training and awareness education plan for health facilities and relevant institutions’ personnel.

3.4.3 World Bank HCWM Training 2009

The abovementioned training programme has recently been implemented and included eight training interventions for different cadres of staff within the health sector. There is a report on the outcome of this training which will be accessed during the situational analysis phase of the assignment.

3.4.4 MoHSW-MCA-Lesotho Health Sector Strengthening Project

Under the MoHSW-MCA-Lesotho the HCWM-TA assignment is running in parallel with (and in reality as a sub-set of) the HSS project which has a strong training and support component across the entire Health Care sector which includes Infection Control and HCWM and the setting up of a Health Management Information System. The training components of the HSS project are:

· On-the-job training/coaching/mentoring

· Continuing Education Strategy

· Awareness 

· Health Management Information System (HMIS) training

3.4.5 Formal Training of Health Professionals in Lesotho

There is no medical school in Lesotho that trains doctors.   The only formal medical training that is available in the country is for nurses and nursing assistants.  There are four institutions that offer formal qualifications: 

· National Health Training College

· Scott School of Nursing

· Maluti School of Nursing

· Paray School of Nursing Assistants.
Further information on these institutions and the qualifications offered is contained in Annex 5.  During the situational analysis the curricula from these institutions will be examined and the need for additional inputs on HCWM assessed.
3.5 HCW Information System

At present there is no system to collect data on quantities and types of waste being generated, treated or disposed of in HCFs.  

A recent study done on investigating how an electronic Health Management Information System could be implemented in Lesotho identified an array of indicators and parameters that should be incorporated into the broader HMIS
.  No mention was made at all of a Waste Information System, only scant mention of data relating to environmental health.  This is therefore an area that would need to be addressed from scratch.

3.6 Financial Aspects

Projected Government healthcare expenditure for 2009/2010 amounts to 1 253 million Maloti (approximately $ 157 million at an exchange rate of M8 to the $) or approximately 17% of total Government expenditure for this financial year (see figure 1 below).  

Figure 2: Public Expenditure on Health, 2005/06-2011/12
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Total projected 2009/2010 expenditure for health is made up of M 848 million recurrent expenditure and M 407 million capital expenditure. Recurrent expenditure will be funded by the GOL; capital expenditure will be funded the GOL (M 230 million, which includes M 200 million for the construction of a referral hospital), donor grants (M 145 million) and donor loans (M 32 million). 

In 2010/2011 and 2011/2012 the funding of capital expenditure by GOL is projected to drop dramatically (M 12.7 million and M 13.4 million respectively) while donor grants will rise substantially (to M 340 million and M 288 million respectively). 

Recurrent expenditure is only projected to rise by 3% between 2009/2010 and 2011/2012, which is surprising in the light of the proposed expansion of health care facilities and services over this period
. 

The provision of proper HCWM will also inevitably increase the overall cost of providing healthcare services in Lesotho, and the challenge will be to contain this increase within acceptable bounds.

In view of the heavy burden which healthcare already imposes on Government finances, it is considered vital that any proposed HCWM system takes careful account of infrastructure already in place and/or to be provided or refurbished in terms of existing donor-funded programs, and/or the potential for sourcing funding for the provision of additional / new infrastructure. 

The proposed HCWM system must also strike a judicious balance between acceptable environmental performance and long-term affordability and sustainability. 

4 PROJECT REVIEW  
It is evident that HCW is not properly managed in Lesotho and the current practices for the management of HCW throughout the cradle to grave chain are exposing the health care worker, the general worker, the patient and the community to unnecessary risk.  

Ground, water and air pollution, caused by incorrectly managed HCRW and the emissions and residues from the burning of waste, although in small quantities, are unacceptable.  There are serious risks of needle stick injuries and exposure of communities living near hospitals and clinics to the pathogens contained in the waste.  
Improving the HCWM system will be based on the development of enabling structures such as well-documented and agreed policies, the updating of the NHCWM Plan, the development of regulatory mechanisms for compliance and enforcement as well as appropriate standards and guidelines and perhaps, most importantly, dedicated budgets and personnel to implement, maintain and supervise the acceptable HCW management system.  

4.1 Project Objectives

The project objectives as per the Terms of Reference (ToR) for the Health Care Waste Management -Technical Assistance project are as follows:

4.1.1 Development Objective

The Development Objective for the project is based on the GOL Health and Social Welfare Policy and is formulated as:

A system that delivers quality health care efficiently and equitably and that guarantees social welfare for all has been established.

The HCWM component of the Millennium Challenge Corporation-funded Health Sector Project has therefore been designed to improve occupational health and safety and health care waste management practices. 

To establish this, the following three (3) immediate objectives have been formulated:

4.1.2 Immediate Objectives

1. Policy framework and legal framework which govern Health Care Waste Management in Lesotho are in place.

2. Ministry of Health and Social Welfare, the line Ministries and the District Health Management Teams have the capacity to implement and sustain proper Health Care Waste Management in Lesotho and its Health Care Facilities

3. The public in general and staff of Health Care Facilities in particular are aware of the legal framework governing Health Care Waste Management as well as of proper Health Care Waste Management Practices.

NOTE:  The consulting team believe that the public in general can be aware of the importance of handing waste and hazardous waste in a responsible manner, but should not be required to be au fait with the finer details for the proper management of HCW.  The public in general can be made aware of the risks involved through the clinic personal who deal directly with the public and through the DHMTs within each district.

4.2 Project Approach

This assignment, as part of the Health Systems Strengthening element of the Health Sector Project, deals with capacity building around HCWM within the sector.  Capacity development here is understood in the broad sense of the term and therefore takes into account the capacity of the health sector to manage HCRW in terms of its policies and strategies; its organisational structures and staffing; its systems such as legal tools, financial systems, technical equipment, manuals and guidelines; the skills, knowledge and attitudes of the role-players; the incentives motivating individuals and groups active in the system (both positive and negative); and the interrelationships that form the linkages and communication networks vital to the effective functioning of the system. If any of these elements of organisational capacity is neglected, the functioning of the system will be compromised. 

This approach is geared to address the abovementioned elements at national, district, local and facility levels.  In addition to this, it also takes into account the need to effect change in the people who manage HCW, both hazardous and non-hazardous.  The consultations and interactions with counterparts, key individuals and groups employ methodologies geared to enable, exemplify, engage and encourage them to change their attitudes towards, and behaviour around,  HCWM, 

The partnership between MoHSW, MCA-Lesotho and the consultants is at the heart of the approach to stakeholder consultations. It is envisaged that stakeholder consultations will be ongoing and will take a different focus and form as the project moves through different phases and activities. Details on these consultations are included in Section 5.1.1 of this report. 

This approach to the implementation of the HCWM TA assignment is illustrated in Figure 3  below.  The cube is an attempt to illustrate how the development of HCWM capacity within the health sector requires a multidimensional approach at every level, across government ministries and over the assignment period of 3½ years.  During this time the involvement and support of the consultant team and the HPIU will gradually decrease while the responsibilities of the MoHSW, DHMTs and other stakeholders for managing the waste management systems must increase proportionately.

In the cube, the stakeholders in the Health Sector are listed in the left hand column, indicating that each horizontal row represents a stakeholder organisation or institution.   The adjacent six columns to the right indicate the six elements of organisational capacity: Strategy; Structure; Systems Tools; Skills/Knowledge; Incentives; and Interrelations that need to be present within those organisations.  The side (depth) of the cube represents the assignment time (3½ years) while the top of the cube shows the change management elements of Engage, Enable, Exemplify, and Encourage that are needed to facilitate the development of the organisational capacity.  The arrows at the top represent the gradual process of change and increase in capacity over time.  Towards the third year the consultant team moves into implementing an Exit Strategy in which they play a decreasing role as the facilitators of change while the stakeholder organisations increasingly take on the tasks of managing the waste systems with confidence.  
Figure 3:  Diagrammatic representation of the approach to organizational capacity development in the Health Sector
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4.2.1 The execution of capacity building and knowledge transfer

The key beneficiary of the HCWM technical assistance is the MoHSW.  During the assignment, establishing an effective partnership with the MoHSW is essential so that it will:-

· Provide effective leadership about HCWM to be able to take preliminary and final decision on crucial issues such as 

i) affordability

ii) financing

iii) key decisions to allow the project to move on, setting of standards or minimum standards for health services etc. 

· Be responsible for identifying and setting up lines of communication with relevant stakeholders:

i) Provide knowledge exchange platforms from the project to districts and facilities, 

ii) be the conduit for communication with districts and facilities, 

iii) provide senior executive decisions to facilities and districts regarding participation and prioritizations of the project

· Lend credibility to the consultant team for communication to stakeholders and 

· Build capacity for long-term sustainability within the MoHSW hospitals and clinics, CHAL, LRC through the DHMTs.
The Consultants’ role is to build capacity within the MoHSW and line Ministries to enable them to sustain the initiatives introduced during the project.  This will link strongly with the exit strategy which will be phased in from relatively early on in the project. 

The Consultants will give support to the decentralisation process for the delivery of HCW Services into the District Health Management Teams, Maseru CC, CHAL, Red Cross and other stakeholders.

The capacity building process will begin with the Situational Analysis and Capacity Gap Analysis conducted as part of activity 1.1.1, where the Consultant team, with their considerable combined experienced, will conduct a performance gap analysis on key counterpart staff to identify their ability to deliver the required outputs that will ensure sustainability of the initiatives at a management level. 

This gap analysis will be undertaken using a variety of tools and methods (e.g. focus group interviews, key informant interviews, observations, knowledge questionnaires etc) to assess the current skills and knowledge levels.  The Consultant team will then, in consultation with the MoHSW, CHAL, LRCS and other stakeholders describe the current institutional arrangements and give suggestions for changes that will be required, together with detailed roles and responsibilities of the key-stakeholders identified.
Arising out of the individual performance gap analysis, individual development plans will be drawn up for the counterpart staff that will have a focus on the practical hands-on experience, initially working alongside the consultants and learning through doing.

It is also acknowledged, however, that in some instances third party courses and support relating to general managerial and supervisory skills and experience could be considered in cooperation with the Human Resource Department for a particular   unit’s own budget. There may be private sector training providers offering such courses or there may be qualifications that can be achieved through the Technical and Vocational Department (TVD) of the Ministry of Education.  This would be researched in the data gathering phase for the Situational Analysis.
On-the-job training will ensure that the technical team is focused on building competency in local counterparts and not confine this to knowledge and skills transfer only. Competency implies experience and the capacity to teach others. Identified counterparts will have the opportunity to attend a HCWM programme under this assignment for skills and knowledge transfer. 

The dissemination of knowledge and the development of skills within the time constraints experienced in all HC facilities has are a challenge.  Repetition is important and with the distances and difficulties in getting HC Facility staff to formal training sessions, the train-the-trainer methodology will ensure that the training is conducted on an on-going basis.  Teaching posters that focus on key messages and facilitator guides are developed for easy use in the work area.  Awareness posters and other resources are also developed to re-enforce the messages from the training posters.  Key persons are identified at both district level and within each HCF who are given the formal train-the-trainer training and the tools to disseminate the information further into each workplace.

It is envisaged that the following will be monitored:

· Training programmes will involve pre-and post- course evaluations to monitor knowledge and skills development in participants.

· On-the-job training will be linked to existing supervisory structures within health facilities and other institutions. Supervisors, participants and relevant member of the technical team will be required to complete feedback forms about the process.

· Formative evaluation of training materials and other awareness materials will be part of the development process to ensure that the relevant target audience can easily understand all materials, thus maximising the opportunity for learning.

4.2.2 Assumed counterpart support

Stakeholder consultation should preferably be led by the relevant authorities, fully supported by the consultants, rather than being a separate consultant-driven process that may be counter productive to the final exit strategy of the consultancy support.  A consultation plan must afford all key stakeholders an opportunity to participate and suit the needs and capacity of the involved parties.  

The team has been informed by the Head of Environmental Health Department, Mr NkuebeTheko,  that a member of staff, Ms Tšalatseng Siimane has been designated the MoHSW EHD counterpart for this project.  As the principal counterpart, she will be intimately involved with the whole spectrum of activities that make up this assignment and should be available to be involved for up to 100% of her time..

In addition to the principal EHD counterpart it will also be necessary for specific personnel to be mandated as counterparts at different levels and from particular units within the MoHSW. Their involvement would relate to certain activities only. A person from each of the following units should be identified to play the role of counterpart: 

Table 10: Proposed Counterparts and estimated Time Commitment for involvement in assignment
	Unit/Department
	Estimated % of Time per Month Required (maximum)
	Number of personnel

	MoHSW EHD
	100
	1

	DHMT where pilots take place
	70
	2 to 3 (to be confirmed)

	MoHSW: Planning, Finance and Statistics
	10
	1

	MoHSW: Quality Control 
	20
	1

	MoHSW: Legal Services 
	30
	1

	MoHSW: HR Resources (Training, Staff development)
	50
	1

	DHMTs where no pilots allocated
	20
	8 (to be confirmed)

	Hospitals (if 4 pilots)
	50
	4  (to be confirmed)

	Health Centres (Clinics)
	50
	1 per pilot area

(No. to be confirmed)

	HCF staff ( non-pilot)
	10
	(No. to be confirmed


4.2.3 Summary of Scope of Work

The Scope of Work required to meet the objectives of the project are divided into 3 key outputs with activities numerated for each key output.  The key outputs are summarised in Table 11.  

Table 11:    Summary of Outputs
	Output No.
	Description
	Objective

	1
	Policy and Legal Framework
	A policy and legal framework to govern health care waste management in Lesotho is in place

	2
	Capacity Building and Knowledge Transfer
	MoHSW, the line Ministries and the DHMTs have the capacity to implement and sustain proper HCW Management in Lesotho and its HC Facilities

	3
	Public Awareness and Training
	The public in general and staff of HCFs in particular are aware of the legal framework governing HCW Management as well as the proper HCW Management Practices


Annex 6 gives a detailed LFA Matrix of outputs, stakeholder and stakeholder input, means of verification for each activity and milestone deliverables.

4.3 Project Assumptions, Challenges and Risks

The LFA Matrix of Outputs and Stakeholder Analysis has also identified critical assumptions and risks for each of the outputs.  The details will be found in Annex 6.  

In this section, we will discuss in more detail a summary of the critical assumptions and risks and give the proposed actions that can be taken to mitigate the risks.
4.3.1 Project Key Assumptions

The assignment involves the elaboration of a number of documents in cooperation with and on behalf of the GOL in general and the MoHSW in particular. Adoption of these documents by the GOL and/or the MoHSW as National and/or Ministerial documents requires continued political commitment for HCWM. 

A key assumption therefore is:

That the GOL in general and the MoHSW in particular are and stay committed to the improvement of HCWM and the implementation of a HCWM system that complies with acceptable and agreed minimum standards
     

To increase the likelihood that this assumption will be correct during the entire duration of the assignment, the Consultant suggest the establishment of inter-ministerial coordination (refer to activity 2.1.2) that can provide direction and decision on the numerous of issues that overlap the responsibilities of several ministries and departments, such as (examples only):

· The setting of atmospheric emission standards: NES has an interest in protecting the environment, MoHSW has an interest in a balanced approach to ensure that incinerators are affordable and easy to operate and the Ministry of Labour has an interest in ensuring proper protection of workers and adherence to work instructions

· The setting of the cost level: MoHSW and Ministry of Finance may have an interest in containing costs, whilst NES may have an interest in setting high minimum standards that translate into high costs

· Regional or local treatment solutions: The facilities may seek a low cost local solution while NES and perhaps the Private Sector may wish a regional solution where plants based on higher performance specification and better environmental standards are more affordable.

· Setting standards for transportation: There may be a wish from facilities to allow simple low cost transportation, whilst NES and the intentions of the Basel Convention may prefer UN-approved transportation standards for receptacles and vehicles. The police and Department of Transport may have an interest in terms of enforcement of such rules
· Treatment plant operating skills: The Department of Public Works may have some skills and wishes in terms of operating incinerators and other possible types of treatment facilities, whereas the facilities and districts may have other requirements in terms of organization, skills and maintenance.

· Occupational Health issues: The Department of Labour and the facility operators may have different approaches to the need for documentation, skills and use and availability  of personal protective equipment

· Standards and legislation: The development of standards and legislation for HCWM can be made in terms of primary legislation from the Environmental, Health, Transportation or Financing sectors depending on timing, priorities, drafting traditions etc.
· Degree of devolution of responsibilities and budgets: National, District and local levels may have different approaches to devolution, especially in terms of budgets, skills and human resource base, enforcement and control etc.
The above are just examples of possible differences of opinion and approaches that preferably could be addressed and settled in inter-ministrial and inter-departmental discussions
Other, non-key assumptions are included in the LFA-matrix included at Annex 1 to this Description of the Services.

4.3.2 Project Challenges and Constraints

Human Resource Sustainability:  It is a likely critical constraint that there will be insufficient human capacity to carry forward recommendations and replicate successful initiatives as the facilities and departments are in many instances under-staffed or under-skilled today.  The project approach is vested in the capacity and the ability of the stakeholder organizations to sustain the HCWM system and standards, which more likely than not will require increased human capacity and building and sustaining of new skills that in turn will be viable only of sufficient funds for this can be provided.

Financial Sustainability:  Should acceptable international standards be applied, the service level gap between the status quo and what will be required is considerable and will result in the need for increased funds allocated for HCWM. This may be the case even if today's formal or implied standards should be enforced. If such funds cannot be secured on a continuous and long-term basis, the acceptable and agreed minimum standards will not be financially sustainable. Additional cost recovery options can be considered to allow for increased costs, but such options are primarily political choices for allocating costs and the overall affordability issue can only be solved by providing more funds to the health care sector, and securing that costs of HCWM are prioritized along with other financing needs of the health sector.

Geographic constraints:  The geographical features of Lesotho affect the accessibility of many of the HCFs and this could impact on the options and costs  for an improved HCWM system.

Predetermined technologies: The selection of options for the treatment of HCRW may of necessity be influenced by the recent installation of 6 new incinerators with a proposed further 5 incinerators to follow.  This impacts the possibility for implementing various on-site or regional facilities as well as combustion or disinfection technologies in the short to medium term, whereas the choice can be made more freely for the long-term

Obtaining Cabinet and cross-ministerial approval:  Possible unforeseen delays in obtaining information and approval of key deliverables (e.g. Policy, HCWMP and the formulation of regulations) may seriously delay the timing of key deliverables and this could have a knock-on effect on other deliverables causing delays in the execution of other activities.

Coordination with HSS for HCWM inputs into curricula, awareness programmes and resource materials is essential.  The HSS Firm must commit financially to carry the cost of the HCRW print material for training as indicated in the ToR for the HCWM-TA assignment.  This has not been clearly outlined in the ToR for the HSS Firm and there is a risk that sufficient provision will not be made in the HSS budget.
Pilot Project Financing:  It is understood that no funds have been allocated for purchase of equipment, works and services for implementing new equipment in the pilots.  This is seen as a critically important  constraint, as experience from past HCW projects in other regions in SA has clearly demonstrated that successful pilot projects require dedicated funds for financing of necessary equipment and systems, prior to actual roll-out of an improved system. A dedicated pilot project budget is required as current budgets typically will not allow for such equipment. It is estimated that the pilots funds required would, based on our past experience
, be approximately

Securing the required funding can ensure that there will be concrete and tangible results that will have an immediate demonstration effect as well as provide a very visual presentation of the changes and improvements that can be achieved. This  will become the essential material that is used for awareness raising and the replication of successful improvements into the rest of Lesotho and provide invaluable material for publicising achievements internationally.
4.3.3 Project Risks

Institutional challenges associated with decentralization, although offering longer term opportunities for better service delivery at a local level,  can paralyze systems for a period while staff and managers as well as budgets lines are reconfigured and the staff has found their new roles and responsibilities.  The initial shortcomings and gaps created by the restructuring process could have an initial negative impact on the execution of the activities of the assignment.

Strong counterpart is essential to anchor the project within the MoHSW as lead agent to continue the implementation and consolidation of activities beyond the project. For the successful implementation of the improved HCWM standards sufficient counterpart staff needs to be made available at both central and district level. 

Drafting regulations in the absence of a waste management act there is a risk of the intended regulations not being sufficiently integrated with a future law.
Effective Piloting:  Limiting the number of pilots will create the opportunity for a greater in-depth application of an improved HCWM system where the organizational structures that manage the pilot hospitals and clinics can be given on-the-job coaching and personal input and encouragement and where learning takes place by doing.  This approach gives the maximum opportunity for the consultants to assist the pilot districts to the point there they are confident to replicate the pilot into other districts.  
Approval/adoption of HCWM Policy (Output 1.2) & NHCWMP (Output 1.3)

If the policy is written in the absence of a Waste Act, it will be necessary to have the HCWM Policy approved at cabinet and cross-ministerial level.  The approval process could be protracted and this will cause unforeseen delays   If legislation for HCWM is promulgated in the foreseeable future, it will not be necessary to have the policy approved at the corr-ministerial level..

Preparation of HCWM Regulations (Output 1.4)

Regulations must be written within a legislatve framework that will give structure and facilitate the enforcement of the regulations.  The Waste Bill may take a long time to become an act.  It is therefore suggested that the regulation be written as a schedule to the Hazardous and Non-hazardous Waste Bill so that the execution of the contract for HCWM-TA is not unnecessarily delayed.
4.3.4 Summary of the proposed mitigation of risks

The table below gives a summary of the proposed actions to be taken to mitigate the impact of the identified risks.

Table 12:  Proposed mitigation of risks to successful achievement of outcomes

	
	Risk
	Proposed mitigation

	1. 1.
	Human Resource Sustainability:
	Institutional analysis, stakeholder involvement and in depth pilots rather than many superficial ones

Clear specification of required human resources and skills for sustaining the interventions, sufficient involvement of counterpart staff during the assignment.
As far as practically possible all HR interventions will be based on existing structures to reduce the need for managing new structures.

	2. 2.
	Financial Sustainability:
	Focus on cost-effective solutions and a balanced approach to standard setting vs costs.

Financial plan to anticipate costs, allocate sufficient funding,  and manage budgets, especially operational budgets

Political commitment from GOL to provide necessary funds to sustain minimum standards/policies agreed by inter-ministerial/departmental committees

	3. 
	Geographic constraints:
	Choose appropriate technologies and systems to suit the difficulties experienced with the geographic accessibility of the HCFs 

	4. 
	Predetermined technologies
	Keep an open approach and explore all feasible technology alternatives.  If a different system is more suitable than predetermined one (e.g. incineration or cardboard sharps containers), it can be phased in over an extended period of time to avoid changes that would be too drastic.

	5. 
	Obtaining Cabinet and cross ministerial approval:
	Ensure inter-ministerial coordination (see section 4.3.1 above).  MoHSW must work closely with Legal Officers in the relevant ministries to facilitate approval processes.

	6. 
	Coordination with HSS, commitment from HSS on the cost of production of training and awareness materials
	Close liaison with the HSS team and monthly meetings to synchronise tasks and deliverables. 

Draw up a schedule of exactly what would be required from HSS to achieve the TORs with costings.  Request a firm commitment in writing from HSS Firm for specific budget allocation.

	7. 
	Failure of pilots in the event of no or insufficient Pilot Project Financing: Budget requirement for equipment and supplies for pilots:
	Ensure funding for equipment to implement pilot projects, e.g. from MoHSW, MCA or other donors with interest in the health sector – draw up approximate ball park costs to be able to put in budget application to address this gap early in the project. A multi-donor funding of the pilots could provide an interesting basis for integrating donor activities

	8. 
	Institutional challenges associated with the decentralization process and likely delays in the full devolution of services e.g. due to absorption capacity at regional and local levels
	Clarify roles and responsibilities in the transition period and once decentralization fully implemented. Encourage and enable staff who have to transfer to district level.

	9. 
	Strong counterpart
	Motivate strongly for counterparts to be identified and mandated to participate and cooperate fully with the consultant team. They must be allowed to spend sufficient time being involved in the tasks that are relevant to them. 

	10. 
	Approval of the Policy
	The approval authority and process for the Policy is to be agreed with the MoHSW and the HPIU so that there are no knock-on delays in other activities and in payment of the deliverable

	11. 
	Effective Piloting
	The selection of the pilot sites is to be done in collaboration with MoHSW according to agreed pre-determined selection criteria.

	12. 
	Drafting regulations
	Assist with the inputs from MoHSW to the MoTEC on technical issues to expedite the passing of the Haz and Non-Haz Waste Bill.  The regulations for HCWM could be in the form of a schedule to the Bill to avoid the protracted delays in the promulgation of legislation.


5 REVIEW OF PROJECT OUTPUTS, ACTIVITIES AND INDICATORS
5.1 Review of Project Outputs and Activities

In this section, we will elaborate only on those outputs that have been highlighted as requiring further clarification.  

Refer to LFA Marix on Stakeholder Analysis to be found in Annex 6 for details on project outputs and activities.  Specific items that required greater clarification and discussion are given in the Sections 5.1.1 – 5.1.4 below.
5.1.1 Stakeholder involvement for sustainability

Stakeholder consultation is an integral part of the implementation of the overall capacity building approach that permeates all the tasks undertaken in this assignment (See Figure 3 ‘The cube’)
The overall aim of the consultation plan is to ensure that stakeholders understand the importance of good HCWM practice and that they buy in to an improved HCWM system.  The associated benefits go far beyond just improving the management of the waste itself because this approach begins a change process that addresses underlying issues of institutional capacity.  This approach will only be effective, however, if the piloting period allows sufficient time and opportunity for the consultants to engage stakeholders at a deeper level to enable them to delve into the root causes of inadequate waste management systems.  Once the role-players are able to recognise the root causes, they are encouraged to take responsibility for, and initiate the processes of change for themselves.  When this happens it is not only the organisation that benefits, but the teams and individuals as well.  The sense of ownership and commitment to the improved system are strong motivators to ensure that the changed ways of managing waste will continue beyond the project intervention period. 

Figure 3 graphically shows how this change progresses over time, with the capacity of individuals and teams increasing within an organisation until they are running the processes independently of the consultants as the project nears completion.  This, in fact, is the exit strategy.  Once the project time is up, it must be possible for the systems that have been selected and owned by the role players to be operated and maintained independently. 

The Consultation Plan is summarised in Table 13, and shows phases that correspond approximately with the year of the project rollout.  The details of individual interventions, participants and timing is provided in greater detail in Annexure 
Table 13:  Consultation plan for building capacity in  HCWM 

	Phase
	Objective
	Consultation methodology
	Desired capacity/change

	Phase 1

Approximately project 1st year
	Introduce project

Engage identified stakeholders

Determine and                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                    set the policy and standards

Determine capacity needs


	Meetings 

One on one interviews

Consultation workshops

Commenting on draft policies, standards, regulations
	Stakeholder buy-in and awareness of issues

Recognising root causes of inadequate HCWM

Realising the shortfalls in  achieving standards

Identify the need for change and articulate where capacity is inadequate

	Phase 2

Approximately project 2nd  year
	Analyse the problem/s

Participate in team building

Undergo skills development and HCWM training

Explore alternatives  

Choose and design the system/s
	Working groups and committees 

Training and skills development

Knowledge transfer


	Problem-solving skills applied to specific issues

Working in groups or teams

Theoretical knowledge on HCWM principles, concepts and technologies

Evaluating alternatives and using selection criteria for decision-making

Making input into the WM system design

	Phase 3

Approximately project 3rd year
	Implement the system/s (pilots)

Take responsibility for operations

Set up monitoring systems
	On-the-job training and coaching and workshops

Input into design of tools, guidelines, manuals, and awareness materials

Monitoring and recording of results
	Practical on-the-job skills, knowledge and attitude coaching

Developing performance monitoring and evaluation tools 

Using with confidence the tools and resources developed 

Passing on knowledge and skills to others in the organisation

	Exit Phase
	Monitor and evaluate performance

Determine impacts

Operate independently
	Handover workshops

Reflection on processes and performance


	Implementing performance monitoring and evaluation tools

Collecting and recording data on HCWM in format compatible with HMIS

Operating the HCWM system independently according to standards


The principal beneficiaries of the project are the MoHSW and the DHMTs (which include the District Medical Officer, (DMO), together with the hospitals and health centres within each district.  Consultations will take place at all levels within the MoHSW from the top management down to the operational level with a different focus and approach according to need.  Role-players will also be engaged in other ministries, district and local councils, NGOs, the private sector, generators of small quantities of HCW, waste contractors and other service providers (See Figure 3 [cube] and Table …. Roleplayers in the HCWM sector ….  There will be:

· Consultations on policy, HCWMP, regulations, standards, guidelines

· Consultations on capacity, institutional arrangements and competency

· Consultation workshops to problem-solve during implementation of pilots. 

Various methods will be used for consultations, such as meetings; workshops; interactions with workgroups and steering committees (e.g. NHCWMC and HWMCs); interviews and focus groups; and communication via electronic media.   

The face of HCWM in Lesotho must be that of the MoHSW and not that of the consultants which means that the consultation roll-out must be seen to be owned and driven by the ministry, and more particularly the units/divisions whose functions are aligned to the task at hand.  Counterparts must be drawn from these units/divisions at national and district levels since these are the key people who will ensure that the initiatives started in the project period are carried forward sustainably.  They will be coached and enabled under guidance of the COWI Team to actively engage, encourage and exemplify sustainable waste management practice.  

5.1.2 Proposed approach to financial aspects
Current expenditures for HCWM:  Current expenditure for HCWM will be determined by collecting and analysing relevant data including budgets, actual (recorded) expenditure:

· from a sample of healthcare facilities, and also

· from the central offices of the MoHSW, CHAL, LRC, etc.

Where actual HCWM costs are not available (i.e. in cases where these costs are lumped together with other costs for budgeting and recording purposes) HCWM costs will be imputed, having reference to the resources used to render the services. The indirect costs associated with improper HCWM, such as the treatment of personnel who have suffered needle-stick injuries with anti-retroviral therapy, associated absenteeism costs, etc., will also be included.  

Cost-comparison analysis for alternative HCWM strategies;  Alternative, technically viable strategies will be generated which will incorporate different treatment technologies and number / location of treatment facilities and collection arrangements.

The alternatives will be evaluated using discounted cash-flow (DCF) analysis of capital and recurrent costs. 

The results of the financial evaluation will be used to inform the selection of  appropriate HCWM strategies and in turn, the development of the HCWM Policy and the NHCWM Plan.

Viability of outsourcing components of HCWM:  Past experience of MoHSW with outsourcing of services will be established, and the capacity of the private sector to render various HCWM services will be assessed. Also the desirability (financial and operational) of outsourcing will be established.

Financial assessment of updated NHCWMP:  Once the NHCWMP has been updated, a comprehensive cost analysis will be performed to determine projected costs including:

· Capital costs

· Recurrent costs, including personnel, power, fuel, maintenance, disposal of residues

Development of financing plan:  Based on the financial assessment of the updated NHCWMP, alternatives for funding of capital and recurrent costs will be investigated and evaluated, taking into account the National Health Financing Strategy, the overall budgetary outlook and constraints for MoHSW and GOL. A comprehensive and realistic plan will then be proposed for a time-horizon of 15 years that could include Public/Private partnerships (PPPs)
5.1.3 Situational Analysis (Output 1.1)

In support of the project approach to capacity building, all the hospitals of the MoHSW and CHAL and a representative sample of urban, peri-urban and rural clinics will be included in the Situational Analysis.  This wide approach to the base line study has the following advantages:

· Creates the opportunity of extensive awareness raising throughout the health sector in Lesotho

· Allows the Consultants to validate the information already documented

· Gives the Consulting team the opportunity to understand the different geographical constraints and experience first hand how the hospitals and clinics meet their particular challenges.

· Creates the opportunity for coaching of counterpart staff

The Situational Analysis will include the following activities:

a. Literature Review

b. Field investigations that will include an assessment of the existing HCWM practices of all categories of HCW from generation to final disposal, infection control measures, occupational health and safety practices, incident reporting and emergency actions  The investigations will also include the supply of equipment and an assessment of current expenditures.  The field investigations will also be the starting point for the identification of capacities and capabilities of the health care sector.

c. Determine generation rates of the different fraction of HCW and forecast of waste generation (See Section 5.1.4)

d. Describe the impacts of current waste related and infection control measures

e. Give recommendations for establishing an effective policy, financial strategy and institutional framework for HCWM

In order to optimise on the resources available and to work within the geographical constraints of the areas, the following methodology will be followed for the field visits.

· Three teams comprising of a minimum of 2 persons per team (mix of consultants and counterpart staff where possible) will be deployed simultaneously.

· The area will be divided in the four geographical areas of Lowland, Foothills, Highland and Senqu River Valley.

· All the hospitals in the areas will be visited

· A representative sample based on statistically sound criteria of population spread in the area, the type of clinic (urban, peri-urban, rural) and ownership of the clinic (CHAL, Red Cross and GOL) will be selected.

An outline of the proposed visits to hospitals and clinics, together with the estimated times and travel distances is shown in Annex 9.   It is anticipated that there will be 2 excursions by the three teams over a period of 3 weeks.  Sufficient time will be allocated to record the data and collate the information for inclusion into the Situational Analysis Report.
5.1.4 Determine Generation Rates (Output 1.1)

The determination of generation rates from health care facilities will be based on a combination of actual rates measured over a defined period of time, using a scale(s) and information gleaned from a comprehensive waste composition study as well as several pilot projects conducted in South Africa.

Emphasis will be placed on determining the overall quantities of health care waste, split into the overall types of waste such as non-hazardous waste (domestic waste, bulky waste, garden waste, builder’s rubble etc,) and health care risk waste (infectious waste, sharps waste, pathological waste and chemical/pharmaceutical  waste etc)

An accurate manual weighing and recording of number and typical types of receptacles will be carried out over a limited period of time (1-2 months) at 2 hospitals and associated clinics, followed by continued recording of the number of receptacles per day or week and periodical verification of the average mass of each standard type of receptacle. 

After initial training and providing of instructions and recording forms the actual weighing and recording can be carried out be a dedicated groundsman or assistant at each selected hospital. 

The data generated from the weighing and recording of waste quantities at the  hospitals and associated clinics, combined with knowledge of the total number and size of facilities, provide the best practical basis for reliably estimating the total generation of health care waste at all health care facilities throughout Lesotho.  

The actual composition of the heath care risk waste is assumed to be similar to the recent detailed composition survey of HCRW conducted in South Africa in 2002, based on the fact that clinical procedures across Southern Africa are relatively similar . 

5.1.5 Piloting HCWM System (output 2.3.5 and 2.4)

These activities under Output 2 require the Consultants to assist the MoHSW, CHAL, Red Cross and DHMTs with pilot implementation of a proper HCWM system.  The motivation for the selection of pilot sites has already been elaborated upon.

The selection of the pilot areas is critical for the success of the pilots and this process will begin with the field visits out to all the districts during the Situational Analysis.  The success of the pilots could also be significantly influenced by the success of the decentralisation process.

There are separate reporting structures for the hospitals and the clinics with the government hospitals in each of the districts reporting through the District Medical Officer directly to the MoHSW DGHS while the Clinics report through the District Health Management Teams to the District Director of Health and Social Services.  The District Medical Officer also sits on the DHMT.

The success and sustainability of the pilots is dependent on the buy-in and involvement of the DHMTs, the District Medical Officers, CHAL Head Quarters and the Lesotho Red Cross Society National Executive Committee. This success will also depend on the availability of funding for the equipment for segregating, transporting, treating and disposing of HCW.
Figure 4:  Flow Chart of possible selection of pilot sites
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The criteria for the final selection of the pilot HC Facilities will be developed in consultation with the stakeholders at a planning workshop. At this stage, therefore, it has not been determined exactly how many and where the pilots will be, however there should not be more than 4 hospitals piloted in total.  The number of Health Centres is not critical but they will be centres that are associated with the selected hospitals.
5.1.6 The Exit Strategy (Output 2.5)

As elaborated on under Section 4.2: Project Approach, the exit strategy is embedded into the capacity development elements of Strategy, Structure, Systems Tools, Skills & knowledge development, Incentives and Interrelations.  As shown in Figure 3 the gradual change management process over the period of 3 years will evolve and at the beginning of the third year the exit strategy will be fully implemented as the stakeholder organisations increasingly take on the tasks of managing the HCWM system.

The change management process that began with consultations with stakeholders will be carried out first through the provision of enabling mechanisms such as the policy, standards and guidelines and this will be supported through the application of the other change management approaches that encourage, engage and exemplify good practice.

In the execution of the outputs required in the Capacity Building and Knowledge Transfer Output 2 the roles, responsibilities and recommendations will be tested during the last year of the assignment during the implementation of the pilots when the involvement of the counterpart staff must increase incrementally until they take full responsibility for the implementation of the HCWM systems. 

The implementation of the exit strategy will be monitored half-way through the final year of the project and further rounds of interviews of counterpart staff will be conducted.  The exit strategy will finally be evaluated in the month 39 of the assignment and the results of this evaluation will be included in the Final Project Report.  

5.2 Review of indicators and means of verification

The LFA Matrix provided in Annex 6 gives detailed indicators and means of verification for the development objectives and immediate objectives of the HCWM TA assignment.

Table 15 Summary of Milestone Deliverables against Immediate Objectives
	Output No
	Immediate Objectives and Description of Outputs  
	Milestone Deliverables

	1
	Policy framework and legal framework which govern Health Care Waste Management in Lesotho are in place.


	1.1 Situational Analysis Report

1.2 HCWM Policy developed and approved

1.3 Updated National Health Care Waste Management Plan developed and approved

1.4. Regulations on HCWM written and adopted

1.5  HCWM Standards written

1.6 HCWM Guidelines written

1.7 Monitoring, Evaluation and EM systems integrated with HSS Component.

1.8  Licensing and Accreditation procedures for HCWM developed

	2
	Ministry of Health and Social Welfare, the line Ministries and the District Health Management Teams have the capacity to implement and sustain proper Health Care Waste Management in Lesotho and its Health Care Facilities
	2.1 Institutional arrangements for HCW agreed in HCWMP

2.2 MoHSW provided with tools to implement proper HCWM system

2.3  HCWM Courses designed and implemented

2.4  HCWM System introduced in Pilot sites

2.5  Exit Strategy elaborated and evaluated

	3
	The public in general and staff of Health Care Facilities in particular are aware of the legal framework governing Health Care Waste Management as well as of proper Health Care Waste Management Practices.
	3.1 – 3.4 Proper Health Care Waste Management Practices used in HCFs and by the general public using the health care facilities or those residing within the vicinity of health care facilities


6 REVIEW OF PROJECT IMPLEMENTATION 
6.1 Revisions to the Project Implementation Plan and Staffing

Refer to workplan with consultant time allocation in Lesotho and home office in Annex 10 Workplan and Staffing Schedule
Figure 5:  Project Organisation Chart
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6.2 Status of Project Implementation

6.2.1 Project Mobilisation

In terms of the contract agreement, Annex 1 Clause 6.3.1 a Project Mobilisation Plan was completed and approved early in October.  The mobilization phase began in the middle of September and has been running concurrently with the Inception phase.  Both phases will be completed by end of December 2009.
This mobilisation phase has focused mainly on the logistic arrangements for getting the project officially started and to ensure that the Consultants had a sound base from which to carry out the inception phase.

The objective of the mobilisation plan was to:
· Establish an operational project office that would ensure the consultants operate in an efficient manner

· Provide a workspace where liaisons and meetings with the Client and key stakeholders could take place.
· To mobilise the South African Consultants, the Local Lesotho Consultant and the COWI international staff and establish clear roles and responsibilities
The anticipated time-lines for the completion of the Mobilisation Plan is given in Annex 11
The progress on the Mobilisation Plan is as follows:

Resource and obtain office space and accommodation:  The Project Office has been secured at 16 Khotsong, Arrival Centre.  This office space is sufficient for three offices as well as a boardroom area for 10 persons.  The Team Leader will be staying in Ladybrand in a rented 3-bedroomed house that will also provide accommodation for the other consultants on their missions to Lesotho.  During November, a temporary office / accommodation was rented at a Guest house.
Resource and obtain suitable transport:  The Project vehicle is a 4x4 Nissan Extrail that has been leased for the duration of the assignment.  In accordance with GCC 3.6 a comprehensive insurance for multiple drivers has been negotiated with a third party insurance that is in excess of the required USD 100,000. A tracking devise and emergency equipment has also been fitted.  Additional 4 x 4 vehicles or small run-about vehicles will be utilized as and when required for the execution of the activities of the assignment.

Mobilisation of Staff:  The key Professional Personnel and the Local Lesotho Consultant together with the COWI Consultants have all been mobilized and a 2 day team building and project introduction workshop was conducted on 19th / 20th October.  The Team Leader and COWI Capacity Building Specialist spent the week of 26-30 October in Maseru to follow up on the company registration and banking requirements and the Project Director joined the group on 29 October to 6 November.  During this week a second 2 days team building workshop was held to continue the inception phase planning.

Company Registration, Banking and Permit applications:  The company registration and the application for a Lesotho Banking account has not been executed due to some delays from the Lesotho Revenue Authority on how to proceed.  Work permits have been obtained for both the Team Leader and Capacity Building and Strengthening Expert. 
6.2.2 Meetings and interviews in Inception Phase

Several introductory sessions and meeting were held with key stakeholders during November.  Field visits were also conducted to 2 hospitals and 2 clinics to obtain some first-hand experience of the HCWM system in the HCFs.  Tables 16 and 17 give the details of the meetings. 
Table 16:  Schedule of meetings.
	Date of Visit
	Department/  Unit
	Organisation
	Stake-holder Group
	Contact person
	Designation

	2009-10-26
	HPIU
	MCA-L/MoHSW
	GOL/ Donor Agent
	‘Me  Tsepang Mohlomi

‘Me  Keneiloe  Molapo Phomane
	 CEO

Med WM Specialist/Contract Manager

	2009-11-02
	MoHSW Ministry
	MoHSW, Heads of Depts
	GOL
	Dr Mokobocho-Mohlakoane


	Principal Secretary

& Heads of Dept

	2009-11-02
	MCA-Lesotho
	MCA-L
	Donor
	‘Me Sophia Mohapi

Nt. Lira Molapo

‘Me Morongoenyane Tlali
	CEO

Head Env & Social Assessment

HSS Health and Infrastructure Coordinator

	2009-11-02
	Head Office, Maseru
	 CHAL


	NGO
	‘Me Malentsoe Nthog
	 Executive Secretary

	2009-11-02
	Head Office, Maseru
	Red Cross - LRCS 
	NGO
	
	Secretary General

	2009-11-06
	Technical Health Services Department
	MoHSW
	GOL
	Dr Mteetee
	Director-General Health Services

	2009-11-09
	MoHSW
	Tech Health Services Division
	
	
	

	2009-11-10
	IFP meeting
	Infrastructure, Procurement
	MCA
	Mt. kajiru Mnzava
	

	2009-11-11
	Ministerial Launch of Health Sector Project
	MoHSW; MCC; MCA
	GOL & Donor
	Hon Minister of HSW
	

	2009-11-11
	Kick-off meeting with MoHSW, MCC and MCA
	MoHSW & MCA
	GOL,  Donor and Donor Agents
	Dr Mteetee and HoDs

Dr Patricia Moser

Dr Sophia Mohapi

‘Me Tsepang Mohlomi


	DGHS

MCC Health Director

MCA CEO

HPIU CEO

	2009-11-12
	 Legal Services
	MoHSW
	GOL
	Mokho Mokhosi


	Legal Officer

	2009-11-12
	NES, Env Health
	MTEC
	GOL
	Nt. Thabo Tsasanyane
	Senior Env Officer-Pollution Control

	2009-11-13
	Health and Environment Directorate
	Maseru City Council
	GOL
	Nt. Motseki Khuto 
	Director Health & Envt

	2009-11-17
	Health Sector Strengthening 
	MoHSW-MCA-HPIU Consulting Firm
	Consultants
	Luckson Muchinouta
	HSS Manager

	2009-11-19
	MCC Washington Health Desk
	MCC 
	MCC
	Dr Tricia Moser
	MCC Health Director

	2009-11-19
	MoHSW-EHD
	MoHSW
	GOL
	Tšalatseng Siimane
	MoHSW EHD Counterpart


5.2.2 
Inception Field Visits

Table 17:  Schedule of HCFs visited in Inception Phase
	Date of Visit
	District
	HCF
	Type of Facility
	Contact person
	Designation

	2009-11-13
	Maseru
	Queen Eliz II
	GOL Training/Referral Hospital
	‘Me Makatleho Makatjane

‘Me Maleshoane Monethi
	Principal Nursing Officer

Chief Nursing Officer

	2009-11-13
	Mojira
	Scott Hospital
	CHAL Training Hospital
	Nte Arthur Makhalemele
	Hospital Administrator

	2009-11-16
	Maseru
	St Joseph
	CHALTraining Hospital
	‘Me Masechaba Mochae
	Hospital Administrator

	2009-11-16
	Maseru
	Thamae
	Maseru CC HC
	‘Me Tsebo Tsiu
	Registered Nurse

	2009-11-16
	Maseru
	Loretto
	CHAL HC
	Sr Pauline ?
	Head of Clinic


6.3 Internal Quality Control

The Quality Assurance (QA) System for the Project will be based on COWI’s Quality Management System. 

COWI operates a Quality Assurance system, which meets the requirements in internationally acknowledged quality assurance standards. The system comprises Quality Assurance Manuals and a formalised QA organisation within the company. COWI has a long-standing tradition and experience with Quality Assurance, and has for about 15 years had a formalised system managed by a full time employed Quality Assurance Chief Engineer, who is responsible for the system.

The Quality Management System of COWI A/S meets ISO 9001:2000 requirements for a quality management system where relevant for the services and products of COWI A/S, and meets the requirements of FIDIC's publication of July 1997 "A Guide to the Interpretation and Application of the ISO 9001:2000 Standard for the Engineering Consulting Sector".

The QA system is part of the company policy and procedures to ensure that the company's consulting services are carried out at a high professional level consistent with international standards.

Quality assurance is a continuous function of the consulting services and includes the necessary management and technical support functions from the consultants' head offices in Denmark. Furthermore, QA is addressed both prior to the project start (e.g. by selecting the right personnel and by arranging a suitable project organisation) and continuously during the entire project implementation period.

On the basis of the above system a project-specific Quality Plan specifying the nature and timing of QA interventions on this particular project and the persons responsible for the interventions. The specific Quality Plan is presented in Annex 12 

To the extent possible, project staff will carry out the normal and discipline checks. Therefore, to the degree possible, the Project Director and the Team Leader will do the check work in close co-operation with other expert staff of the Project team. However, as it is mandatory that the person performing the quality check is independent, i.e. has not been involved in performing the work, the Project Director may find it necessary to let some of the quality check work be made by qualified COWI Home Offices staff not included in the project team.

6.4 Document Approval Process

The MCA-Lesotho HPIU approval process for deliverables as agreed in the Contract is outlined in Annex 13 HCWM Payment Deliverable Schedule.  Payment will be executed on a quarterly basis in line with the payment schedule as agreed in the Contract.  

The quarterly payment schedule has been agreed with the first payment on approval of the Mobilisation Plan and the second payment on approval of the Inception Plan.  The Payment Deliverable Schedule outlines a review and an approval period for the submission of all deliverables with a value percentage allocation indicated for each deliverable.  Should a deliverable not be approved by the due date of the approval of the Quarterly Report for each quarter, this pro-rata agreed percentage of the total for that quarter would reflect the amount of the payment for that quarter that could be withheld.  
The approval period from the final submission date is at most 3 weeks.  Where the  approval period at the end of a quarter is 3 weeks, a delay of 3 – 4 weeks is anticipated before an invoice can be submitted.  Payment from invoice date is another 30 days.

To facilitate the time required for the review and approval periods it is recommended that the monthly reports are either written from the middle of the one month to the middle of the next or, the monthly report could be submitted within the first week of the month following so that all the events for the month can be included.  The Quarterly Reports should follow the same submission format as the monthly reports.

Other changes made to the Payment Delivery Schedule are outlined below.  However, it must be noted that none of these changes impact on the overall completion date.
· The submission of the First Annual Report is submitted from 1 October 2009 to middle or end of August 2011 in order to avoid the unnecessary submission of an Annual Report and a Quarterly Report in one quarter.  Subsequent Annual Reports will be submitted from September to August each year.
· The draft Project Completion Report is submitted in January 2013 for review with the final submission at the end of March 2013

· The contract for the assignment was signed in the middle of September which has resulted in the Situational Analysis falling into the December / January period when many people are on leave and it could be difficult to interview the necessary stakeholders during the Field Visits.  The COWI consultant team are of the opinion that the Situational Analysis is an important document that will be used to inform all the other deliverables and the execution of this activity should not be compromised by the loss of time.  The date for submission of this report has therefore been moved over one month to the end of April 2010.  This deliverable still remains in the same quarter.
· The Policy document would consequently move to the end of June 2010 and the updated Waste Management Plan to the end of September 2010.

· The Institutional Arrangements to be agreed will form part of the NHCWMP and has therefore been brought forward to the end of September 2010

· The submission of a detailed Exit Strategy has been brought forward by two months to line up with the introduction of the monitoring and evaluation of the pilots.

· Training documents and review of the training conducted would be submitted as part of the Project Completion Report 
 Annex 1
Distribution of Health Care Facilities per District
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Annex 2
Legal Framework relating to HCWM in Lesotho

Annex 3
International Reference Documents

INTERNATIONAL REFERENCE DOCUMENTS

1. Basel Convention, Technical guide on the environmentally sound management of Biomedical and Healthcare Waste, 13 January 2002.

2. World Health Organization, Basic steps in the preparation of Healthcare waste management plans for health care establishments, 2002.

3. World Health Organization, Management of Solid Healthcare Waste at Primary Healthcare Centres- A Decision Making Guide, 2005.

4. Secretariat of the Basel Convention and World Health Organization, Preparation of National Healthcare Waste Management Plans in Sub-Saharan Countries, Guidance Manual, 
5. Urban Development Division, Infrastructure Group Environment Department and Health, Nutrition and Population Team, Health-Care Waste Management Guidance Note, May 2000.

6. Secretariat of the Basel Convention, Technical Guidelines on the Environmentally Sound Management of Biomedical and Health-Care Wastes, September 2003.

7. Basel Convention Series, Technical Guidelines on the Environmentally Sound Management of Biomedical and Health-Care Wastes, No2003/3.

8. World Health Organization- Geneva, A. Pruss, E Giroult, P Rushbrook, Safe Management of wastes from Health-Care activities, 1999.

9. Department of Health SA, Safe Management of Health Care Waste: A Public Consultation, Gateway no 5471.

10. Department of Environmental Affairs and Tourism, Programme for the implementation of the National Waste Management Strategy, Starter Document for Health-Care Waste, May 2000.

11. Environmental Working Group, Healthcare Without Harm, “Greening” Hospitals, An Analysis of Pollution prevention in America’s top Hospitals, June 1998.

12. Environment and Tourism, National Waste Management Strategy implementation SA, Guidance for Procurement of Health Care Risk Waste Management Services and Equipment, October 2006.

13. South African National Standards SANS 10248: Part 1 2008 Management of Healthcare Risk Waste from Healthcare Facilities; Standards South Africa (a division of SABS)

.

14. South African National Standards SANS 10248: Part 2 2009 Management of Healthcare Risk Waste from Healthcare Facilities and Healthcare Providers in Rural and Remote Settings; Standards South Africa (a division of SABS)

15. South African National Standards SANS 452:    Reusable and non-reusable Sharps Containers; Standards South Africa (a division of SABS)

16. South African National Standards SANS , SANS 10248: Part 2 2008 Management of Health Care Waste.

.

17. Gauteng Department of Health, Code of Practice for Health Care Waste Management , May 2004.

18. MMIS, Injection Safety and the Informal Health Sector in South Africa, A Literature review report, January 2007.

19. World Health Organization, Dept of Blood Safety and Clinical Technology, Ira F. Salkin, Ph. D, Review of Health Impacts from Microbiological Hazards in Health Care Wastes, 2004.

20. North West Province Dept of Health, N Coulson, J Magner, Policy and Procedure Guideline for Health Care Waste management in rural areas, November 2006.

21. North West Province Dept of Health, T Kristiansen, D Fisher, J Magner, Guidelines for Awareness Activities for Health Care Waste Management, April 2004- Adapted Sept 2006

22. Department of Health SA- MMIS, Making Medical Injections Safer SA, Behavior Change Communication Strategy, July 2006.

23. Department of Health SA, Environment and Sustainability health Technical Memorandum, Safe Management of Healthcare Waste.
24. Basel Convention Technical Guidelines on incineration on land, Control of Transboundary Movements on Hazardous Wastes and Their Disposal, First Publish 1997, Reprint November 2002.

25. World Health Organization, Ira F. Salkin, Ph.D., ME Kennedy, Review of Health Impacts from Microbiological Hazards in Health Care Wastes, 2001.

26. City of Windhoek, Jeffares & Green (Pty) Ltd, Dept Of Infrastructure, Water and Waste Management, Revision of the HCRW Strategy and Development of an implementation plan: Draft status Quo Report, 482/2008.

27. David EC Rogers, Alan C Brent, Small Scale medical Waste incinerators – experiences and trials in South Africa, 1 August 2005.

28. Gauteng Province, Department of Agriculture, Conservation and Environment, Environment Conservation Act 1989, Gauteng Health Care Waste Management Regulations, 2004
Annex 4
Organisational Structures
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Annex 5
Institutions and Qualifications offered

National Health Training College

Mission & Objectives

The Lesotho National Health Training College was established in1989 with a purpose to bring all health training objectives of the country under one institution, thus ensuring effective and efficient graduate and in-service development and supply of health and social welfare professionals.  The College aims to respond to the demand for the increasingly complex skills required for addressing needs of the population.  In the past ten years the key challenge has been to produce health personnel that can respond to the various demands linked to poverty and HIV/AIDS.  To this end key objectives of NHTC  include provision of professional education and training of health professionals so that they can render optimal health services in line with primary health care; ensuring and maintaining quality professional education through the application of research n all the programmes as well as to maintain national, regional and international educational standards.  NHTC also offers opportunities for placement of students in health facilities around the country.

Courses offered

DIPLOMA IN GENERAL NURSING

· Duration 3 years

· Tuition M10,928 for local students and M14,893 for foreign students

· Entry requirements: COSC 1st & 2nd Class with credit in physic, biology, chemistry and a pass in mathematics

DIPLOMA IN MIDWIFERY

Duration 1 year

Tuition M10,928 for local students and M14,893 for foreign students

Entry requirements: Diploma in General Nursing

DIPLOMA IN CLINICAL NURSING

DIPLOMA IN ANESTHETIC NURSING

DIPLOMA IN PSYCHIATRIC NURSING

DIPLOMA IN OPHTHALMIC NURSING

Duration 2 years

Tuition M10,928 for local students and M14,893 for foreign students

Entry requirements: Diploma in Midwifery and General Nursing

 DIPLOMA IN PHARMACY TECHNOLOGY

Duration 3 years

Tuition M10,928 for local students and M14,893 for foreign students

Entry requirements: COSC 1st & 2nd Class with credit in physics biology, chemistry and mathematics

CERTIFICATE IN NURSING ASSISTANCE

Duration 2 years

Tuition M10,928 for local students and M14,893 for foreign students

Entry requirements: COSC 3rd Class and GCE

CERTIFICATE IN ENVIRONMENTAL HEALTH

Duration 2 years

Tuition M10,928 for local students and M14,893 for foreign students

Entry requirements: COSC 3rd Class

ACCOMMODATION

Only students from afar are accommodated due to limited student residence space.  Repeating students are self sponsored and are not provided with accommodation

Contact person  Ms Makeke Ramokoena

Position              Director

Telephone       +266 22314970

Fax                  +266 22310432

Mobile             +266 58851892

Email:              makeke@ilesotho.com

Morija School of Nursing

Mission & Objectives

Morija School of Nursing is a non-profit making institution run by the Lesotho Evangelical Church which aims to develop competent nurses who are lifelong learners and are able to provide quality nursing services at all levels and settings within and outside Lesotho .  The School also aims to provide students with skills in research and other relevant technologies and knowledge

Courses offered

CERTIFICATE IN NURSING ASSISTANCE

Duration: 2 years full-time

Tuition: M 9,384

Contact person  Ms Malichaba Hoeane

Position             Senior Nurse Educator

Telephone       +266 22360471

Fax                  +266 22360001

Email:              scotthospital@ilesotho.com

Maluti School of Nursing

Mission & Objectives

The institution is located in the remote foothills of Berea District, linked to Maluti Adventist Hospital .  It is owned and run by the Seventh Day Adventist Church . Maluti School of nursing aims to produce nurses who are committed to the pursuit of excellence in clinical practice, education, research and leadership.  One of the primary objectives of the school is to provide optimal training and education for general nurses and midwives. 

Courses offered

(i) DIPLOMA IN GENERAL NURSING

Duration: 3 years full-time

Tuition: Yr1 – M16,620; Yr2 – M15,432; Yr 3 – M14,515 (Fees change at the discretion of the school management)

In view of delayed payment to students, by the National Manpower Development Secretariat all students are requested to pay a deposit which is refundable once funds have been released by NMDS  

Selection criteria

COSC with pass in English language and physics or chemistry credit in Biology and credit in 2 other subjects

(ii) DIPLOMA IN MIDWIFERY

Duration: 1 year full-time

Selection criteria

COSC as above and registration as a nurse with the Lesotho Nursing Council

Accommodation & Upkeep

Accommodation is offered by the School to married students only.  All students are welcome and all students are expected to abide by the principles of Seventh Day Adventists which include a vegetarian diet, jewellery and other frivolities are not worn on campus (work, class and church).

Contact person  Ms V V Nteso

Position             Principal Nurse Educator

Telephone       +266 22540211/ 22540302

Fax                  +266 22540230

Email:              maluti@leo.co.ls

Paray School of Nursing Assistants

Background

In the 1930’s medical and nursing services at Paray hospital were offered by church volunteers and thanks to their dedication training for nurse assistants commenced in 1977.  The school started off by enrolling 15 students annually.  In 1999, with assistance from the Development Corporation Ireland , the school was expanded to accommodate 52 students.  This expansion has facilitated consideration of male students for enrolment in this course.

Mission & objectives

Paray School of Nursing is located in the district of Thaba-Tseka and is linked to Paray Hospital .  The school is a non-profit making institution run by the Roman Catholic Church which aims to respond to the basic manpower needs for the effective delivery of health services in the country.  Key objectives of this institution include the provision of holistic quality nursing training for students of all denominations around the country; to produce competent and dedicated nursing graduates as well as to adhere to curriculum requirements and provision of necessary resources to facilitate teaching and learning. Some of the key challenges facing this institution are the lack of transport for carrying students to undertake outreach services in the community, as part of their training.  Most of the students study under difficult circumstances as they receive no financial aid from the National Manpower Development Secretariat, thus affecting their ability to purchase books and other supplies.  Possibilities of introducing a Diploma Course in Nursing are currently being explored.

Courses offered

CERTIFICATE IN NURSING ASSISTANCE

Duration – 2 years, full-time

Tuition fees M7,410 for two years

Selection criteria

COSC with pass in English, maths, biology

Students who qualify will have to undergo an interview and a written and oral exam before being considered for entry into the course.

Accommodation and upkeep

Accommodation, meals and uniform are provided by the school.

Contact person  Ms M A Mphatse

Position                       Principal Tutor

Telephone       +266 58922991

Fax                  +266 22900256.

Email:              Paray@ilesotho.com
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Annex 7
NATIONAL HEALTH CARE WASTE MANAGEMENT COMMITTEE [NHCWMC]

Terms of Reference

Prologue

The first step in the effective Healthcare Waste Management (HCWM) in any country, particularly with relevance to Developing countries is secure government commitment and financial support, which will lead to the sustainability of the programme. Healthcare Waste Management can be aligned with national policy priorities like poverty reduction, while engaging technologies (soft- and hardware) to protect public health and the environment.

Raising awareness can be done amongst others by showing that the current inadequate healthcare waste management can reduce the overall benefits of health care significantly. This awareness raising should be delivered to all tiers of governance, the private sector and the public.

1.
SETTING OUT THE GENERAL FRAMEWORK

Defining the National policy for safe healthcare waste management and a strategy to reach in the most cost-effective manner, the objectives outlined, are the usual steps to be taken. These further urge the formulation of guidelines and standards as well as the promulgation and or updating of existent legislation.

Designating a responsible authority and making sure healthcare waste management fits into the overall national waste management planning are important steps to be taken. Involving both the Ministries of Health and Environment as well as including professional organizations and NGOs into the process will help give broad support and legitimacy to the entire process.

Promoting participative approaches also more demanding than top-down process usually shows to be more effective in the end.

2.
PLANNING FOR ACTION

Based on the results of the field assessment, a National Action Plan can be prepared. 

This document should list specific actions that must be taken, structuring them by order of priority.

To ensure these actions are effectively carried out, it is indispensable to define clearly who is in charge and what are the measurable indicators of achievement that will help monitor progress.

3.
COORDINATION AND MONITORING

A representative national committee for HCWM should be created to provide advice in the training, regulatory, technical and financial areas as well as coordinate specific task groups in charge of elaborating any guidance required at both national and local government levels.

Monitoring the progress of the implementation of the National Action Plan and being able to make the necessary adjustments are important to keep the entire process on track.

4.
ESTABLISHMENT OF THE COMMITTEE

It is upon this direction that a National Healthcare Waste Management Committee is formed with the following mandate and functions:

To:

1. Advise the Ministry of Health and Social Welfare through appropriate channels on issues of HCWM. (through the director of Environmental Health –Pollution Control)

2. Assist the Ministry of Health in monitoring and evaluating HCWM activities

3. Oversee the activities of the Hospital Waste management Committees

4. Coordinate all relevant stakeholders in the execution of safe HCWM [Local Government agencies, Environment, Finance, Private Sector, NGOs etc]

5. Provide feedback to relevant entities e.g. Hospital HCWM Committees.

Membership

· The NHCWMC shall comprise the following institutions as full-time Membership:

1. Environmental Health Division

2. Department of Environment (NES)

3. Ministry of Local Government and Chieftainship

4. Maseru City Council

5. Environmental Consultants Representative/Private Sector

6. Department of Science and Technology

7. Academic Institutions’ Representative

8. Christian Health Association of Lesotho

· The committee may co-opt any other relevant personnel to address specific issues from time to time when the need arises.

The following Portfolios are awarded:

1. CHAIRMANSHIP – Science and Technology

2. SECRETARIAT – Environmental Health

Quorum

· The quorum of a duly convened meeting will be a minimum of three (3) institutions provided all members have been properly informed and invited to the meeting.

Frequency of Meetings

The Committee shall meet four times a year (quarterly), with the flexibility to allow for emergency meetings.

Powers of the Committee

1. The committee serves as an advisory as well as monitoring and evaluation body to the Ministry of Health and Social welfare. 

2. Powers given to the Committee shall not absolve individual members from responsibilities of executing their offices’ mandates as pertaining to specific issues facing the Committee.

Affiliations to other Committees

1. The NHCWM Committee is a specialized arm of the Committee on Waste Management (COWMAN) in dealing with waste management issues. It thus reports to the COWMAN.

2. The Hospital Healthcare Waste Management Committees are affiliated to the NHCWM Committee. 
HOSPITAL HEALTH CARE WASTE MANAGEMENT COMMITTEE

Objectives of the Hospital Health Care Waste Management Committee

1. Seek a commitment from Management to comply with all relevant Legislation

2. Consult with Management on waste handling and storage issues relating to the design and layout of buildings, renovations & extensions

3. Conduct a waste audit and prepare a comprehensive report of current waste generation, segregation, handling, storage and disposal practices and costs

4. Implement national Occupational Health and Safety strategies for injury prevention, and for reporting, treating and follow up of injuries associated with waste handling

5. Provide appropriate Personal Protective equipment and offer staff vaccinations

6. Develop spill management strategies for all waste categories

7. Implement an ongoing waste management training program which caters for all staff including management

8. Implement a waste avoidance & minimization program incorporating the Waste Reduction & Green procurement

9. Implement a Recycling program and increase recycling 

10. Promote waste management principles throughout hospital (signs, posters, notice boards, bulletins, competitions etc)

11. Improve waste segregation practices (increase compliance)

12. Liaise with councils, and private waste contractors with regard to the transport and disposal of waste external to the hospital.

13. Conduct a Waste Management Numerical Profile Audit annually and review the Waste management Plan

14. Conduct ongoing audits of waste (refer Section 4.1). Ensure information is relayed to staff

Hospital Healthcare Waste Management Committee Members

Nominated Waste Management Coordinator/Chairperson: Environmental Health
Meeting frequency: Quarterly
	Position
	Name
	Contact 

Number
	Responsibility

	Secretary
	
	
	Minute keeping.

	Infection control
	
	
	Advise on infection control issues. Liaison with the infection control committee.

	Occupational health & safety officer (EH or Nursing cadres?)
	
	
	Advise on OH&S matters. Liaison with OH&S Committee.

	Purchasing officer
	
	
	Report on product usage/ wastage & other supply issues.  Liaison with product evaluation committee.

	Engineer/

Maintenance
	
	
	Advise on structural and maintenance issues relating to the storage, treatment & disposal of waste. Monitor water and energy usage.

	Domestic services
	
	
	Supervision of yardsman & cleaning staff .  Maintain daily records of waste generation.

	Management
	
	
	Financial and administrative support

	Staff development
	
	
	Provide orientation training for new staff, and arrange in-service training for all relevant staff

	Nursing representative
	
	
	Advise on nursing matters

	Environmental Health Officer
	
	
	Liaison with Council. Advise on disposal issues and services external to the hospital. Independent Audits of the hospital.
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Annex 9
Proposed visits to hospitals and clinics for Situational Analysis
	District
	Hospital
	No. Of Beds
	Ownership
	Approximate travel time from Maseru
	Clinics
	Approximate travel time from GOL hospital
	Ownership

	Butha Buthe
	Seboche
	72
	CHAL
	3 hours
	‘Muela Site HC
	30 minutes
	GOL

	
	Butha Buthe
	129
	GOL
	2 ½hours
	St Paul HC
	10 minutes
	CHAL

	
	
	
	
	
	
	
	

	Leribe
	Motebang
	287
	GOL
	2 hours
	St Margarett
	45 minutes
	CHAL

	
	‘Mamohau
	43
	CHAL
	3 hours
	Matlameng
	1½hours
	GOL

	
	
	
	
	
	
	
	

	Berea
	Berea
	128
	GOL
	1 hour
	Mapheleng
	30 minutes
	CHAL

	
	Maluti
	150
	CHAL
	1½ hours
	Mahlatsa
	1 hour
	GOL

	
	
	
	
	
	
	
	

	Maseru
	Queen Elizabeth II
	450
	GOL
	5 minutes
	Matsieng HC
	45 minutes
	GOL

	
	St Joseph’s
	120
	CHAL
	30 minutes
	Ha Tlali HC
	1½ hours 
	GOL

	
	Scott
	102
	CHAL
	45 minutes
	NUL HC
	30 minutes
	Private

	
	
	
	
	
	
	
	

	Mafeteng
	Mafeteng
	200
	GOL
	1½ hours
	Samaria
	30 minutes
	CHAL

	
	
	
	
	
	Le Coop
	15 minutes
	GOL

	
	
	
	
	
	Thabana Morena
	45 minutes
	GOL

	
	
	
	
	
	
	
	

	Mohale’s Hoek
	Ntšekhe Hospital
	140
	GOL
	2  - 2½ hours
	Mootsinyane 
	45 minutes
	GOL

	
	
	
	
	
	Holy Cross
	45 minutes
	CHAL

	
	
	
	
	
	
	
	

	Quthing
	Quthing
	148
	GOL
	2½ - 3 hours
	Mphaki
	1½ hours
	GOL

	
	
	
	
	
	Villa Maria
	15 minutes
	CHAL

	
	
	
	
	
	St Matthews
	45 minutes
	CHAL

	
	
	
	
	
	
	
	

	Qacha’s Nek
	Machabeng
	145
	GOL
	5½ - 6 hours
	Sehlabathebe
	1½ hours
	GOL

	
	Tebellong
	55
	CHAL
	5½
	Sekake
	45 minutes
	CHAL

	
	
	
	
	
	Mohlapiso
	30 minutes
	GOL

	
	
	
	
	
	
	
	

	Thaba Tseka
	Paray Mission
	
	CHAL
	5½ hours
	Mohlakeng
	20 minutes
	Private

	
	St James
	60
	CHAL
	5½ hours
	Katse
	1 hour
	GOL

	
	
	
	
	
	Ha Popa
	2 hours from Thaba Tseka*
	CHAL

	
	
	
	
	
	
	
	

	Mokhotlong
	Mokhotlong
	110
	GOL
	5 hours
	St James
	30 minutes
	CHAL

	
	
	
	
	
	Mapholaneng
	1 hour
	CHAL

	
	
	
	
	
	Molika-liko
	1½ - 2 hours*
	GOL


Annex 10
Work Plan and Staffing Schedule
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ACTIVITIES / TASKS

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40 41 42 43

Component 0 - Project Mobilisation and Inception Resp.

0.1 Mobilise staff, establish project office and head office backstopping arrangements

0.2 Prepare Inception Report and Update Work Plan

Component 1 - Policy and Legal Framework

1.1 Prepare report on situation analysis of health care waste (Environmental Assessment)

1.2 Develop HCWM Policy

1.3 Elaborate updated National Health Care Waste Management Plan

1.4 Prepare HCWM regulations

1.5 Prepare HCWM standards

1.6 Review and improve HCWM guidelines developed by Environmental Health Department

1.7 Develop Monitoring, Evaluation and Environmental Management System

1.8 Develop licensing and accreditation procedures of Health Facilities

Component 2 - Capacity Building and Knowledge Transfer

2.1 Agree on institutional arrangements for HCWM

2.2 Provide MoHSW, line Ministries and DHMTs with the tools to implement proper HCWM

2.3 Teach MoHSW, line Ministries and DHMTs how to implement the updated NHCWMP

2.3.3 Design HCWM Course and follow up course and train

2.3.5 Pilot Implementation of proper HCWM in sample Districts (and 2.4.1)

2.3.6 Monitoring and Evaluation and reporting uing data collection system

2.4 On-the-job coaching of management and staff to implement and sustain proper HCWM system

2.5 Elaborate and implement an exit strategy

Component 3 - Public Awareness and Training

3.1 Inform private sector about opportunities for private sector participation in HCWM

3.2 Make departments of MoHSW aware of the need of proper HCWM at all levels

3.3 Make general public aware of the dangers of HCWM regarding infectious waste

3.4 Provide knowledge/understanding of proper HCWM to staff of HCFs

Deliverables and Milestones

Management Reports:

Mobilisation Plan

l

Inception Report and Work Plan Janet

l

Progress (Quarterly)  Reports Janet

l l l l l l l l l

Monthly Reports Janet

l l l l l l l l l l l l l l l l l l l l l l l l l

Annual Report Janet

l l l

Project Completion Report - Draft Janet

l

Project Completion Report - Final Janet

l

Component 1:

Situational analysis of Health Care Waste Report (Output 1.1) Janet

l

HCWM Policy document (Output 1.2) Janet

l

Updated National Health Care Waste Management Plan (Output 1.3) Janet

l

HCWM regulations (Output 1.4) Janet

l

HCWM standards (Output 1.5) Janet

l

HCWM guidelines (Output 1.6) Janet

l

Environmental Monitoring and Action Plans (Output 1.7) Janet

l

Licensing and accreditation procedures (Output 1.8) June

l

Component 2:

Document on institutional arrangements for HCWM (Output 2.1) June

l

Tools and procedures for implementation and maintenance of HCWM (Output 2.2) June

l

Training course manuals etc. (Output 2.3) June

l

Training documents etc. (Output 2.4) June

l

Exit Strategy (Output 2.5) Torben

l

Component 3:

Information package for the private sector (Output 3.1) June

l

Information package for the departments of MoHSW (Output 3.2) June

l

Information package for the general public (Output 3.3) June

l

Information packages for HCF staff; Multi-year programme etc. (Output 3.4) June

l

Months after Contract Award

Health Care Waste Management Technical Assistance - Technical Proposal TECH-10: Work and Deliverables Schedule

2009 2010 2011 2012 2013


Annex 11
Mobilisation Plan
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Annex 12
Quality Plan

Annex 13
HCWM-TA Payment Schedule against Deliverables

� EMBED Excel.Sheet.8  ���








� Lesotho Ministry of Health and Social Welfare. Millennium Challenge Account. Health Telecommunications Technical Assistance Project. Final Project Report. May 2009


� Terms of Reference document for Health Care Waste Management – Technical Assistance


� Terms of Reference document for Health Care Waste Management – Technical Assistance:  Lesotho


� Terms of Reference document for Health Care Waste Management – Technical Assistance; Lesotho


� Terms of Reference document for Health Care Waste Management – Technical Assistance; Lesotho


� Adapted from the Lesotho MoHSW- MCC  Health Telecommunications Technical Assistance Project: Final Project Report, EPOS Health Management,  May 2009


� Source of map?


� See  http://www.mw-incinerator.info/en/101_welcome.html  for more information


� See � HYPERLINK "http://www.saincinerator.com/" �http://www.saincinerator.com/� for more information


� http://www.mcdi.mcd.org/


� http://www.jointcommission.org/


� GOL-CHAL Hospital and Health Centre Certification and Accreditation Summary Report of Second Round Survey, Kingdom of Lesotho, Ministry of Health & Social Welfare Quality Assurance Department


� Lesotho MoHSW- MCC  Health Telecommunications Technical Assistance Project: Final Project Report, EPOS Health Management,  May 2009


� Final Report: MCC MoHSW Lesotho Health Project: Analysis of Sustainability Condition Precedent, August 2009


� Final Report: MCC MoHSW Lesotho Health Project: Analysis of Sustainability Condition Precedent, August 2009


� Experince from Leratong Hospital 2004, Roodeport, SA, Itireleng Clinic, 2004, Soweto, 2004, Lehurutshe Hospital and Zeerust Hospital, NW Province, 2006, Mbabane General Hospital 2003, XXXXXX


� Adapted from the EPOS Health Management;  Health Telecommunications Technical Assistance Project


� MoHSW Website accessed 20 November 2009 





vi
JRMX 20091113 Draft Inception Report V09 without map and logos
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Organisational Capacity Elements
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1 2 3 4 5 6 7 8 9 10 11 12 13

Review and Sign contract with MCA

Meeting with MCA and final signing of contract completed

Resource suitable house to use as both accommodation and office space

Review rental contracts and agree on suitable venue

Sign contracts for rental for full period of project

Resource suitable 4 x 4 for renting as the project vehicle.

Review the rental contract

Sign rental contract for the full perid of project

Resource and purchase suitable small vehicle to use as a second vehicle

Mobilisation of COWI Staff Members 

Mobilisation of Key Professional Staff 

Mobilisation of Lesotho Staff and determination of roles and responsibilities

Mobilisation of sub-consultants

Introduction of Team Leader to MCA / MCC personnel

Outline of brief orientation programme obtained and carried out 

Introduction of Key Professional staff to MCC & MCA-Lesotho

Introduction of Key Professional Staff to project

Workshop on Project Activities and drafting of Inception Plan

Obtain all the necessary documents for company and VAT registration

Submit all documents 

Obtain necessary registrations and permits

Obtain the clearance and authorisation requirements from MCA

Obtain all the necessary documentation for residental permits, work permits, customs 

Submit all necessary documents

Obtain all necessary permits and clearance documents

Complete necessary documentation for professional insurance for sub-consultants

Include other insurance requirements into sub-consultant contracts

Obtain standard proceedures from MCA

Draw up and agree on the process for the submission and approval of reports

Set up banking details for payment of "petty cash" items

Agree invoicing arrangements with COWI head office.

Review Budget

First draft of mobilisation plan submitted to MCA for comment

Review of mobilistion plan

Submission of mobilisation plan with first invoice for approval 

Orientation of Team Leader and Key 

Team Specialists

Complete all financial arrangements, 

invoicing etc.

Mobilisation Plan Time Lines

Complete all immigration and permit 

arrangements

Finalise insurance for consultants

Complete mobilization plan and 

submit to MCA

November December

Resource and obtain suitable 

transport

Resource and obtain accommodation 

and office space

Internal Team Building Workshops

Mobilisation of Staff

Agree on standard processes, 

formats and deliverables

September October

Complete all financial arrangements 

for Consultant and Sub-Consultants
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